Pancreatic lipomas are rare benign lesions, with only 50 cases being documented in the current literature to the best of our knowledge. We describe four cases of intrapancreatic lipomas from a single institution, all incidentally found using multi detector computed tomography within a 6-month period. Computed tomography depicted lipomas as homogeneous, nonenhancing, well-marginated lesions with a density coefficient consistent with adipose tissue.
Introduction
Tumors of the pancreas are fairly common and are the fourth leading cause of all cancerous deaths 1 . Most pancreatic neoplasm's occur as epithelial ductal adenocarcinomas, and the remaining 1% to 2% of these tumors arises neoplasms may be benign (lymphangioma, lipoma, teratoma, fibroma, neurofibroma, schwannoma, hemangioma, hemangioendothelioma, leiomyoma,and desmoid tumor) or malignant (lymphoma, pancreatoblastoma, liposarcoma, fibrous histiocytoma, hemangiopericytoma, and neuroectodermal neoplasms) and are identified histopathologically 3 . Benign mesenchymal fatty neoplasms such as lipomas are commonly found throughout the digestive tract, particularly the colon. In the pancreas, however, lipomas are very rare. We describe four cases of intrapancreatic lipomas from a single institution, all incidentally found using multi detector ____________________________________ 
Case Reports

Case 1
A 50-year-old male patient was advised contrast enhanced CT of abdomen who presented with bleeding and an irregular hard mass per rectum. In addition to IV contrast, oral and rectal contrast was also instilled. Irregular, eccentric heterogeneously enhancing wall thickening of left lateral rectal wall was noted with few enlarged perirectal lymph nodes. In addition,an angular 0.4 x 0.8 x 1.1 cm, well defined lesion was noted in the pancreatic neck, completely surrounded by the parenchyma (Fig. 1 ). It exhibited a homogeneous, low attenuation appearance with an attenuation coefficient of -101 HU, similar to that of fat. lipoma on the basis of CT imaging in a case of carcinoma rectum.
Case 2
A 60-year old male patient was advised contrast enhanced CT of thorax for evaluation of mediastinal enlargement as noted on chest x-ray. Few enlarged, homogenous mediastinal lymph nodes were noted without any calcification or necrosis. Also noted was persistence of embryonic pattern of venous drainage with left brachiocephalic vein continuing as left SVC which in turn is draining into right atrium through coronary sinus. Incidentally, visualized sections of upper abdomen showed a rounded, sharply marginated, 1.1x 1.7x 1.8 cm, low-density lesion of fat attenuation was seen at neck-body junction of the pancreas (Fig. 2) . It was homogeneous in appearance and completely encircled by pancreatic parenchyma, with an attenuation coefficient of -96 HU on the post contrast series. This had an appearance similar to that of previously described pancreatic lipomas.
Case 3
An 85-year old female patient presented to surgical OPD with a history of jaundice and vague abdominal pain. Examination revealed moderate icterus with a vague right hypochondriac mass. The patient was ordered contrast enhanced CT of abdomen. IV, oral and rectal contrast was used with CT acquisition of abdomen and pelvis obtained in 3-mm sections. Irregularly thickened gall bladder wall with cholelithiasis and an ill defined minimally enhancing mass was noted infiltrating porta, segment IVb of liver, lateral duodenal wall and hepatic flexure of colon. Multiple enlarged periportal and peripancreatic lymph nodes were seen. CT features were suggestive of carcinoma gall bladder which was confirmed by FNAC. In addition a small, 0.6x 0.8x 0.7 cm oval lesion in the pancreatic neck was seen (Fig. 3) . The attenuation coefficient for the lesion was consistent with fat, at -87 HU, and was completely engulfed by pancreatic parenchyma. Findings were consistent with a pancreatic lipoma.
Case 4
An 80-year old male patient presented with history of high grade fever, chills and rigors and pain abdomen since 10 days. Contrast enhanced CT of abdomen was done which revealed hepatosplenomegaly with moderate ascites. Later the biochemical tests revealed typhoid antibodies. Incidentally identified was an elongated, 1.1 x 1.2x 1.3 cm welldifferentiated, fat-density lesion in the neck of the pancreas (Fig. 4) . This pancreatic lesion appeared well encapsulated with an attenuation of -103 HU. This had the appearance of an intrapancreatic lipoma.
Discussion
Lipomas are benign tumors of homogeneous adipose tissue that is histopathologically identical to subcutaneous fat and entirely circumscribed by a thin (<2 mm) collagen capsule that may contain fibroreticular septa and scattered vessels 2, 4 . The tumor is usually well defined on CT imaging and independent of the surrounding parenchyma, without infiltration of peripancreatic fat 5 . Lipomas are typically incidental findings in patients; however, several cases of lipoma have been reported in which the fatty tumor caused obstruction to the biliary or pancreatic duct or compression on the surrounding vessels, thereby requiring total surgical excision 3, [6] [7] [8] [9] . It should be noted that all lipomas that required surgical removal were located in the head of the pancreas. The size of a lipoma can vary greatly; the largest one reported by Boglino et al. 7 measured 20 x 30 cm and required surgery, whereas others were smaller than 1.0 cm.
Diagnostic imaging, in particular CT, can be readily used to diagnose lipomas. On CT, they appear as solid, homogeneous, wellmarginated, hypodense tumors with a density coefficient consistent with that of fat 10 . There is no contrast enhancement seen, with no islands of interposed parenchyma. Some investigators have asserted that a diagnosis can be made on CT alone 3, 8, 11 . With the distinguishing characteristics of lipoma, CT can differentiate this lesion from other types of localized pancreatic fatty masses, such as focal fatty infiltration (also known as fatty replacement, adipose atrophy, or lipomatosis) including lipomatous pseudohypertrophy, teratoma (mature dermoid cyst), and liposarcoma.
Our presented case series of pancreatic lipoma were incidental findings on CT imaging in patients who presented for different pathologies with no clinical sign and symptoms of pancreatic pathology. All cases were identified in a 6-month period and histopathologic confirmation was felt to be unnecessary in all cases due to the characteristic appearance and fat attenuation of the lesion. 
Conclusion
Pancreatic lipomas are very rare benign mesenchymal tumors, with only 50 cases found described in the medical literature. Lipomas of the pancreas are usually incidental finding. We have presented four intrapancreatic lipomas cases that were found incidentally at a single institution within a period of 6 months. Although pancreatic lipomas are described in the literature as rare entities, our findings of four cases within a short period seem to suggest otherwise. Steady advancement in diagnostic imaging tools that radiologists currently use may play a role in the increased reports of pancreatic lipoma. Histopathologic biopsy confirmation or invasive surgery is considered unnecessary for these benign areas of fat unless ductal or vessel obstruction is evident.
